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Clinical Leadership Theme 
A Clinical Nurse Leader (CNL) is a master’s prepared nurse, who works as a leader in 
the healthcare delivery system to improve patient safety and patient care outcomes while 
managing cost of care (AACN, 2013). CNL has many competencies that revolve around 
elements such as: Nursing Leadership, Care Environment Management and Clinical Outcomes 
Management. This project utilized the CNL competencies present in Clinical Outcomes 
Management role. In order to implement this project, I adopted the CNL role of Outcomes 
Manager and used the inter-facility data and national statistics to improve interventions 
necessary to prevent the escalation of postpartum hemorrhage, which will decrease maternal 
morbidity and mortality in Maternal Child Health (MCH).  
Statement Of The Problem 
Postpartum hemorrhage (PPH) remains the leading cause of maternal morbidity and 
mortality despite the numerous interventions adopted in maternal child health departments across 
the nation (WHO, 2012). There are many risk factors associated with PPH that must be assessed 
during admission. Moreover, medical institutions must adopt a PPH protocol to intervene 
appropriately (CMQCC, 2014). According to CMQCC (2014), institutions fail to adopt PPH 
protocols due to broad range of clinical risk factors, lack of standardized methods of measuring 
blood loss, and lack of “gold standard” definition of PPH. According to Abdul-Kadir et al. 
(2014), the definition of postpartum hemorrhage is “active bleeding >1000ml within 24 hours 
following birth that continues despite the use of initial measures including first-line uteronic 
agents and uterine massage”.  This definition provides guidelines for the providers to intervene 
appropriately to manage PPH. It is also important to standardize methods of measuring blood 
loss, as it is also an essential part of PPH management (CMQCC, 2014).  
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Healthcare providers continue to estimate blood loss with every delivery. Moreover, even 
during postpartum hemorrhage (PPH), the blood loss is estimated. According to AWHONN 
(2015), visual estimation can underestimate actual blood loss by thirty-three to fifty percent, and 
leads to delay of life saving hemorrhage interventions. According to a study conducted by 
AWHONN (2013), fifty-four to ninety-three percent of maternal hemorrhage related deaths 
could have been prevented with improved clinical response.  
Project Overview 
 This project has been implemented in MCH department of a northern California acute-
care facility. This project entailed research, evidence-based literature review, facility’s 
postpartum policy review, numerous meetings with interdisciplinary team including: 
administration, OBGYNs, Certified Nurse Midwives (CNMs), Anesthesiologist, Unit Clerk, and 
L&D Registered Nurses, open communication via communication board, education simulation 
with hands-on activities, post test (“Quantifying Blood Loss (QBL) Post-Test”, Appendix A), 
and policy change to improve patient safety outcomes related to postpartum hemorrhage. The 
objective of this project was to initiate quantify blood loss (QBL) with every delivery. The staff 
members of MCH department were aware of the project being initiated in their unit. I created an 
education simulation with a poster board (“Quantifying Blood Loss (QBL) Education 
Simulation”, Appendix B) and shared the evidence-based research with the staff members. 
During the simulation, the staff members were given overview of postpartum hemorrhage (PPH). 
There were three objectives of this project: pre-assessment, quantify blood loss, and post-
assessment.   
The staff members are mandated to perform pre-assessment of every patient admitted for 
labor in L&D unit as a result of this project. Pre-assessment includes three postpartum 
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hemorrhage (PPH) risk categories: low risk, medium risk, and high risk (AWHONN, 2013). Low 
PPH risk is when it is a singleton pregnancy with history of no previous uterine incision, less 
than four vaginal births, no known bleeding disorder, and no history of PPH. The intervention for 
low PPH risk patients is to obtain blood clot only. Medium PPH risk includes: multiple gestation, 
prior c/s birth (s) or uterine surgery, four or more previous vaginal births, history of previous 
PPH, large uterine fibroids, low lying placenta and/or chorioamnionitis. The intervention for 
medium PPH risk patients is to type and screen their blood. High PPH risk includes: placenta 
previa, suspected placenta accreta or percreta, hematocrit less than thirty AND other risk factors, 
platelets less than 100,000, known coagulopathy, and/or active bleeding on admission. The 
intervention for high PPH risk patients is to type and cross-match their blood. Maternal Child 
Health (MCH) staff members, including: OBGYNs, CNMs, Anesthesiologist, Unit Clerk, and 
Registered Nurses, are now required to exchange pre-assessment of PPH risk during report to 
oncoming staff members.  
The second objective, quantifying blood loss (QBL), entailed majority of the education 
simulation. QBL is initiated with every delivery. During the education simulation, the staff 
members were provided an opportunity to estimate blood loss using mock bloody pads, and then 
the QBL was revealed to indicate the discrepancy between EBL and QBL. In order to implement 
QBL in Maternal Child Health (MCH) department, I assessed the equipment on the unit. There 
are two scales to weigh QBL in labor and delivery (L&D), two scales in 2 ORs (one in each), 
and two scales on Mother/Baby unit. A proposal was submitted to management to acquire scales 
for each L&D room, and the proposal has been accepted. In the meantime, there are sufficient 
scales to initiate the project. Moreover, cards with list of dry weights have been created and 
placed on each available scale. The unit was also assessed to ensure that calibrated under-
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buttocks drapes are being routinely used for measuring blood loss. The goal of this objective was 
to initiate QBL, so it can be used to diagnose the stages of postpartum hemorrhage, which will 
assist the healthcare providers to intervene appropriately.  
The third objective was post-assessment after the patient has suffered postpartum 
hemorrhage (PPH). According to AWHONN (2013), patient who suffered from PPH must be 
monitored more frequently than a patient will uncomplicated vaginal/ cesarean delivery. During 
the education simulation, all staff members were informed to assess a patient with PPH per 
following guidelines (this guideline pertains to after the two-hour recovery period): every fifteen 
minutes for one and half hour, every thirty minutes for one and half hour, every hour for two 
hours, and every four hours for twenty-four hours from delivery. The goal of this objective was 
to ensure that patients receive continued monitoring to assess ongoing risk of PPH.  
Rationale 
The project required assessment of the purpose, patients, professionals, process, and 
patterns of the Maternal Child Health (MCH) department (“5 Ps”, Appendix C). The MCH 
department provides care to child bearing women who are pregnant at thirty-four weeks 
gestation to term, women who have delivered their infant, and infants born at thirty-four weeks 
gestations age to term newborns. The department’s purpose is to provide high quality and safe 
patient care. The professionals in this department consist of: OBGYN, Pediatrician, Certified 
Nurse Midwives (CNMs), Labor and Delivery (L&D) RNs, Special Care Nursery (SCN) RNs, 
and Mother/Baby RNs. As one of the professionals at the facility, I noted that the MCH 
department did not have a policy dedicated to postpartum hemorrhage (PPH), and there had been 
numerous incidents where the staff was unsure when to intervene and initiate massive 
transfusion protocol (MTP). Moreover, there was no PPH cart in mother/baby unit. Therefore, I 
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decided to create an education plan regarding PPH for the MCH department while I was enrolled 
in CNL-Educator course. While I researched regarding PPH, I realized that there were many new 
guidelines that required implementation in MCH department to ensure decrease in PPH.  
In order to obtain further information regarding postpartum hemorrhage (PPH), I 
conducted research by using the facility’s database. The rate of PPH in this facility was 2.7 
percent of all births. After gathering the rate, I conducted root cause analysis (RCA) by utilizing 
fishbone diagram (“Postpartum Hemorrhage: Cause and Effect”, Appendix D) to determine the 
cause of PPH, and also the cause of escalation of PPH when a patient required blood transfusion. 
RCA is based on the principle that an adverse event occurs due to a combination of systemic 
factors such as: lack of equipment knowledge or use and/or failure to co-ordinate team members 
(Mengis & Nicolini, 2010). RCA is used to look at the event backwards and determine the causes 
that lead to the adverse event (Williams, 2008). It is an investigation process that isolates the 
increased risk factors pertaining to the event. It also examines the people involved in the incident 
and determines if the organization has any contribution to the incident. I used the fishbone 
diagram to assess the equipment, process, people, materials, management and environment. The 
data results revealed that the most common cause of PPH is uterine atony. Moreover, there was 
lack in pre-assessment, which led to inadequate lab draws. The main cause of escalation of 
postpartum hemorrhage was lack of accurate blood loss measurement. Furthermore, 25% of PPH 
resulted in patient morbidity, as the patients did not receive adequate post-assessment after 
suffering from PPH. After reviewing the data, I decided to focus on initiating QBL after every 
delivery. I utilized a tool obtained from CMQCC (2014), to emphasize the actions in PPH 
hemorrhage and the importance of QBL (“Obstetric Hemorrhage Care Summary: Flow Chart”, 
Appendix E).   
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Methodology 
In order to establish quantify blood loss (QBL) in labor and delivery (L&D) unit, I 
utilized Lewin’s theory, which consists of three phases: unfreezing, moving, and refreezing 
(Grossman & Valiga, 2009). The first stage is unfreezing, where this project assessed the need 
for change, and also assessed the staff members’ readiness for change. A survey regarding 
postpartum hemorrhage (PPH) and change was collected. The results of the survey revealed that 
majority of the staff members felt unprepared during postpartum hemorrhage in Mother/Baby 
unit, and the majority of the staff members in both units performed QBL after postpartum 
hemorrhage was managed. Moreover, sixty-five percent of staff agreed that change is needed. 
After collecting the survey results, I discussed the initiation of this project with the staff 
members in person, and I received confirmation that the staff members were ready to implement 
the change. In the unfreezing phase, there was a two-hour education simulation to provide in-
service to the staff members to start QBL with every delivery. The pre-assessment and post-
assessment was also emphasized during this simulation. In the moving stage, the project was 
implemented in L&D unit. Chart audits were conducted daily for twenty-eight days to ensure 
that the staff members were participating in QBL. The project is currently in the refreezing 
phase, where a policy has been submitted to management for review and will become a standard 
of practice once approved.  
 Lewin’s theory assisted with implementation of this project, as it provided guidelines to 
include the staff members and evidence-based research prior to establishing the change. My 
prediction for this project was that three months after initiation of QBL, there would be twenty-
five percent decrease in PPH. In order to check this prediction, a data analysis is required after 
three months to determine the rate of PPH.  
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Literature Review 
While working on this project, I conducted research using CINHAL database and used 
search words, postpartum hemorrhage (PPH) and quantify blood loss (QBL), using PICO 
strategy and found articles relevant to this project. I also found research data by searching 
California Maternal Quality Collaborative Care (CMQCC), American Congress of Obstetrics 
and Gynecologists (ACOG), and Association of Women’s Health, Obstetrics, and Neonatal 
Nurses (AWHONN) website, as these resources are known for their credibility in creating 
guidelines for maternal child health. Through this research, I obtained six articles pertaining to 
PPH and QBL, ranging from years 2010 to 2015.  
Abdul-Kadir et al. (2014), provided information regarding the meeting conducted in 
November 2011 by an international panel consisting of obstetrics, gynecology, hematology, 
transfusion, and anesthesiology. The panel met to discuss the importance of definition and 
management of postpartum hemorrhage. The experts reviewed the literature and recommended 
that the definition of postpartum hemorrhage is “active bleeding >1000ml within 24 hours 
following birth that continues despite the use of initial measures including first-line uteronic 
agents and uterine massage”.  It is important to know and understand the definition of PPH to 
initiate appropriate interventions required to manage PPH. 
AWHONN (2015) created a project to decrease the rate of postpartum hemorrhage and 
revealed that pre-assessment is essential when a patient is admitted to labor and delivery (L&D) 
unit. Pre-assessment alerts the healthcare provider regarding any interventions that may be 
required for the laboring patient. Moreover, the postpartum hemorrhage (PPH) project brings 
focus to post-assessment after PPH. Post-assessment consist of frequent monitoring of the 
patient’s bleeding by QBL and vital signs to ensure proper management of PPH. 
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CMQCC (2014) also participated in a postpartum hemorrhage project and highlighted 
quantify blood loss (QBL) as an important factor in managing postpartum hemorrhage (PPH). 
PPH is defined as >500ml blood loss after vaginal delivery and > 1000ml blood loss after 
cesarean section. The most accurate measurement of blood loss is QBL, as EBL can 
underestimate blood loss by thirty-three to fifty percent. Moreover, fifty-four to ninety-three 
percent of maternal mortality and morbidity that occurred could have been prevent with early 
response and timely interventions.  
WHO (2012) participated in postpartum hemorrhage (PPH) project and revealed that 
PPH remains the leading cause of maternal mortality and morbidity. It provides many risk 
factors associated with PPH, such as: uterine atony, genital tract trauma, uterine rupture, retained 
placenta, and/or coagulation disorders. There are no clinical risk factors associated with PPH; 
therefore, it is important to closely monitor the patients post delivery.   
AWHONN (2010) provides guidelines to staffing ratio for laboring women, neonates, 
and postpartum women. The ratio for a delivering patient and nurse is 1:1, and post delivery, the 
patient and nurse ratio is 1:1 for two hours to monitor the patient for postpartum hemorrhage 
(PPH).  
AWHONN (2013) provides specific guidelines related to quantifying blood loss with 
every delivery. There are guidelines provided to use dry weights, scales, and calibrated under-
the-buttocks drapes to ensure that the staff has the equipment to perform QBL. Moreover, when 
a patient has suffered PPH, the patient must be observed for fifteen minutes for one and half hour 
after the two-hour recovery is completed, then every thirty minutes for one and half hour, every 
hour for two hours, and then every four hours for twenty-four hours post delivery.  
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The literature review of credible evidence-based research provided guidelines to create 
interventions for this project. The definition found in the article by Abdul-Kadir et al., (2014) 
was essential in emphasizing that postpartum hemorrhage does not end after it is managed, and it 
requires monitoring for at least twenty-four hours to ensure that patient is no longer at risk for 
postpartum hemorrhage (PPH). Moreover, the PPH projects by AWHONN (2015) and CMQCC 
(2014) influenced the guidelines of pre-assessment, quantifying blood loss (QBL), and post 
assessment in this project. It also assisted in creating the PPH policy with emphasis on the need 
of massive transfusion protocol (MTP).    
Timeline 
 The project was initiated in the MCH department on July 11th, 2015 after collecting the 
surveys and assuring staff members’ awareness of the implementation. The education simulation 
was held on July 11th and July 12th from 5am to 5pm, in fifteen-minutes increments to provide 
education to the staff members on all shifts. Moreover, a second session of the education 
simulation was held on July 18th from 5am to 10am, and July 19th from 12pm to 8pm. After the 
first simulation, QBL was implemented with every delivery, and the expectation after the 
education simulation was that all staff members would perform QBL on every delivery. In the 
four-week period after the initiation of QBL, all charts of delivered patients were audited for 
QBL. On August 8th, all data was reviewed to ensure that all staff members are performing QBL. 
As the staff members are starting to perform QBL, a postpartum hemorrhage (PPH) policy has 
been created and submitted to management for review. When the policy is reviewed and 
approved, QBL will become standard of care.  
Expected Results 
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 Three months after the initiation of the project, the expected outcome is decrease in 
postpartum hemorrhage (PPH) by twenty-five percent and effective management of PPH to 
decrease blood transfusions. The staff members are expected to participate in pre-assessment and 
identify patients, who are at high risk for PPH and organize workflow to be able to perform 
necessary interventions in timely manner. Moreover, QBL at every delivery will indicate PPH 
stage. There are four stages of PPH (CMQCC, 2014). Stage 0 is every woman in labor or giving 
birth. Stage 1 is quantified blood loss of >500ml in vaginal deliveries and >1000ml in cesarean 
section delivery. Stage 2 is active blood loss of up to 1500ml. Stage 3 is continued bleeding with 
QBL of >1500ml. The different stages of PPH provide indication of specific interventions 
(“Obstetric Hemorrhage Care Summary: Flow Chart”, Appendix E). Therefore, QBL will 
indicate the appropriate stage of PPH, and healthcare providers can intervene appropriately to 
prevent escalation of PPH. Moreover, there is also expectation of post-assessment with continued 
monitoring after PPH per AWHONN (2013) guidelines.  
Evaluation 
 QBL has been initiated, and the project was evaluated by chart auditing and compared to 
the expectations. Starting on July 11th to August 8th, 2015, the charts were audited for three 
objectives: providers performing QBL with each delivery, staff nurses performing QBL two hour 
post-recovery after each delivery, the initiation time of QBL during post partum hemorrhage 
(PPH), and the rate of PPH. The results revealed positive outcomes of the objectives. Forty-four 
percent of providers are performing QBL after each delivery as compared to zero percent, and 
ten percent of staff nurses are performing QBL after two hours post recovery as compared to 
zero percent. Hundred percent of staff nurses are initiating QBL during the first stage of PPH, 
instead of waiting after the PPH is managed. Moreover, prior to implementing QBL, twenty-five 
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percent of PPH resulted in blood transfusion. After the QBL implementation, the rate of blood 
transfusion has decreased to fifteen percent. This concludes that the PPH is managed in the initial 
stages with interventions that prevent escalation of PPH requiring blood transfusion. 
Furthermore, PPH rate has decreased by 0.7 percent. The project was started with PPH rate of 
2.7 percent, and after the implementation of QBL, the rate of PPH is 2.0 percent (“Chart 1”, 
Appendix F). These results provide optimism that change is occurring to provide safe patient 
care, and it will continue to improve as the implementation of QBL becomes standardized and 
hundred percent of providers and staff nurses engage in QBL after each delivery. 
Nursing Relevance 
 This project will enhance nursing knowledge regarding the interventions required at 
different stages of postpartum hemorrhage (PPH) with the assistance of quantifying blood loss 
(QBL) with every delivery. Nurses will also act as patient advocates ensuring that the providers 
are performing QBL with every delivery and following appropriate guidelines to ensure patient 
safety. Moreover, nurses will participate in decreasing maternal morbidity associated with PPH, 
and initiate interventions according to the PPH stages. Nurses will engage in continuum of care 
by ensuring that the patient is monitored frequently after suffering from PPH.  
Conclusion 
 Postpartum Hemorrhage (PPH) continues to be the leading cause of maternal mortality 
and morbidity (WHO, 2012). The Maternal Child Health (MCH) department of a northern 
California acute-care hospital has lack of PPH policy and lack of guidelines for early 
recognitions of PPH to prevent escalation, which results in maternal morbidity and/or mortality. 
The providers were estimating blood loss (EBL) with each delivery, and the labor and delivery 
(L&D) nurses did not participate in QBL during postpartum hemorrhage. According to CMQCC 
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(2014), EBL can underestimate blood loss by thirty-three to fifty percent and may delay 
interventions to prevent maternal death. Moreover the rate of PPH in this facility was 2.7 percent 
as compared to national rate of one to three percent. The aim of this project was to initiate 
quantify blood loss (QBL) with every delivery to recognize the stage of PPH to initiate early 
interventions to prevent escalation of PPH. This would also assist in decreasing the rate of 
maternal morbidities and mortality related to PPH.  
 The project has been initiated in Maternal Child Health (MCH) department, where 
patients consist of pregnant women (thirty-four weeks of gestation age and over) and women 
who have delivered. The project was targeted towards professionals including: OBGYNs, 
Certified Nurse Midwives (CNMs), Labor and Delivery (L&D) RNs, Mother/Baby RNs, and 
Anesthesiologists. The project started by evaluating staff members’ readiness via surveys. After 
receiving confirmation from the staff members, I created an education simulation by conducting 
literature review using evidence-based research. The education simulation emphasized three 
main objectives of PPH: pre-assessment, quantifying blood loss (QBL), and post-assessment. 
Following the education simulation, QBL was implemented and charts were audited for twenty-
eight days to ensure that staff members were participating in QBL.  
 The results of chart auditing provided positive indication of the QBL implementation, as 
there has been 0.7% decrease in postpartum hemorrhage (PPH). The staff members and 
providers are also participating in QBL with each delivery, and response to PPH has increased 
with early interventions. In order to maintain improvement in PPH rate, it is important to sustain 
QBL. The management has adopted this project and is willing to perform quarterly chart audits 
to ensure that the providers and staff members continue to QBL after each delivery. Moreover, a 
champion has been appointed in Labor and Delivery (L&D) to encourage QBL. Moreover, I 
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created a policy for PPH that incorporates QBL as standard of care. The management is currently 
reviewing the policy, and once approved QBL with each delivery will sustain.    
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Appendix A 
Quantifying Blood Loss (QBL) Post-Test (1) 
1) How is a patient assessed for postpartum hemorrhage risk at admission? 
A. Admission screening tool 
B. Postpartum Hemorrhage screening tool 
C. Pre-assessment postpartum hemorrhage screening tool 
D. Evaluate CBC  
 
2) What are the criteria for high postpartum hemorrhage risk and what interventions are 
associated with it? 
A. Singleton pregnancy, no history of PPH, <4 previous vaginal deliveries. Type and 
cross-match 
B. Prior c/s, multiple gestation, history of previous PPH. Type and cross-match 
C. Placenta previa, hematocrit <30, platelets <100, active bleeding on admission. Type 
and cross-match 
 
3) How is a patient’s bleeding assessed to identify stage of postpartum hemorrhage? 
A. Estimate blood loss 
B. Guess the stage of PPH 
C. Quantify blood loss 
 
4) When is Massive Transfusion Protocol initiated? 
A. When provider initiates MTP 
B. When patient has increased bleeding 
C. When patient has QBL of >1500ml 
 
5) How often is patient assessed after postpartum hemorrhage (this does not include post 
delivery recovery assessment)? 
A. Every shift 
B. Every 15 minutes x 4, every 30 minutes x 2, every 1 hour x 2, and every 4 hours x 24 
hours 
C. Every 15 minutes x 1.5 hours, every 30 minutes x 1.5 hours, every 1 hour x 2 hours, 
and every 4 hours x 24 hours. 
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Quantifying Blood Loss (QBL) Post-Test (2) 
At 0800, a 24-year-old patient G2P1 arrives to labor and delivery for trial of labor after cesarean 
section (TOLAC). Patient has history of idiopathic thrombocytopenia. CBC reveals H/H 7.8/30 
and platelets 97. This patient is at high risk for postpartum hemorrhage, and patient has been type 
and cross-matched with 2 PRBCs on hold. At 1430, patient delivers a baby girl via VBAC, 
weighing 3200 grams with apgars 8,9. QBL after delivery is 300ml. The infant is stable and skin-
to-skin with patient. At one-hour check, the patient presents with atonic uterus and distended 
bladder. The primary nurse massages the fundus to note multiple clots and brisk bleeding. The 
nurse starts Pitocin infusion and calls for assistance. Vital Signs are: Temp 36.9, B/P 95/50, HR 
110, RR 18, O2 sat 96% on RA. The primary nurse asks the assisting nurse to weigh for QBL, 
while the primary nurse inserts foley catheter. The QBL is 1100ml. Please use the following 
SBAR format and input appropriate action under each section. 
S  (Situation): 
B (Background): 
A (Assessment): 
R (Recommendation): 
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Appendix C 
5 Ps 
Purpose • High quality Care 
• Safe patient care 
Patients • Child bearing women who are pregnant at thirty-four weeks 
gestation to term  
• Women who deliver their infant  
• Infants born at thirty-four weeks gestation age to term 
newborns.  
Professionals • OBGYN  
• Pediatrician 
• Certified Nurse Midwives (CNM)  
• Labor and Delivery (L&D) RNs 
• Special Care Nursery (SCN) RNs 
• Mother/Baby RNs 
Processes • Routine to enhance patient safety and high quality care 
Patterns • The pattern of L&D unit is to quantify blood loss after each 
delivery. 
• The patient’s blood loss is measured after two-hour recovery 
and prior to transfer to Mother/Baby unit. 
• The QBL is provided to Mother/Baby RN during hand-off 
report 
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Appendix D 
Postpartum Hemorrhage: Cause and Effect 
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Appendix E 
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